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HISTORICAL BACKGROUND 


Ihe heP.S., Was established by the Hamilton District 
Health Council in 1971 on the advice of the then newly formed 
Extended Care Committee. The project was funded in April of 
that year by the Ontario Ministry of Health and commenced 
operation in September 1971. 


One of the concerns of the Health Council has been the 
promotion Of optimal utilization of the services for the 
disabled and chronically ill. The Extended Care Committee 
was formed to study the needs of this group and the services 
available. The result of their discussions was the recommend- 
ation that a coordinating body be formed to obtain the medical, 
social and nursing evaluations of the disabled and chronic- 
ally ill and make recommendations of the appropriate programs 
or levels of care for the development of the individual's 
assets and potential. 


The Health Council appointed a medical consultant and 
two members of the health professions to provide the coord- 
inating evaluation function; a part-time administrator and 
Secretarial Starts and a data analyst to maintain statistics 
for the evaluation of the services's efficacy and the 
provision of an information base for future planning jin the 
health needs of the disabled. 


ASSESSMENT FORM 


Prior to commencement of operation an Assessment tool 
was developed to provide the necessary information for 
appropriate recommendation. Broadly, this information falls 
into three categories: 


(a) demographic (age, sex, marital status, next-of-kin, 
education, employment and cultural background, 
present location and level of income) 


(b) medical (diagnosis, prognosis, treatment, level of 
cognitive function, emotional status) 


(c) functional capacity (degree of ability to walk, 
talk, see, hear, comprehend, dress, bathe, under- 
take personal care and household care). 


The demographic and functional capacity data is provided 
by a social worker-nurse team for the hospitalized applicant 
and by the Public Health, Victoriam Order or Ste Eiizabern 
Nurse for those applicants at home. The medical information 
1s provided by the applicant's personal physician. 


RECOMMENDATIONS 


Recommendations are made on the basis of the information 
provided by the Health Care team with additional input as 
indicated and with an intimate knowledge of the available 
Facvhitnes and Orodrans. 


Recommendations include appropriate level of care, and/ 
or programs of rehabilitation or recreation, and programs 
whereby the disabled person may be assisted toward a meaning- 
ful, vole in society. 


REFERRAL PROCESS 


Referrals are made by health professionals in the 
community or health care institutions and/or members of the 
community, and may be as simple as a telephone call asking 
for the process to be set in motion. 


DEFINITIONS: 


Assessment - the evaluation of the needs, 
capabilities, atid assets of the 
applicants from the information 
supplied by physicians, nursing 
and social services and other 
health professionals. 


Placement - the identification and recommend- 
ation of the most suitable 
program(s) to meet the applicant's 
needs and develop his/her 
potential capabilities, and 
facilitation of the movement of 
the applicant to the site of the 
program(s) or the movement of 
the program(s) to thes individual. 


Referral Form - the A.P.S. designed form used by 
the health professionals to 
provide demographic, medical, 
environmental and cultural back- 
ground information on the 
applicant. Revised January 1976. 


MEDICAL CONSULTANT’S REPORT 
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The Assessment ? Placement Service assists health nrofessionals 
in identifying and recordina the care needs of their patients so that 
appropriate services and placement locations can be found. The use 
of a standard assessment form allows for cateaorization of individuals 
accordina to the type of care needed and so each can he referred to 
the appropriate facility. The form is completed hy the health 
professionals directlv involved and so allows the A.P.S. also to 
identify where services are lackina and the numbers of nersons needina 
various tynes of care. In addition, the use of the standard and fairly 
extensive form completed by more than one kind of nrofessional enables 
the f.P.S. to identify discrenancies in information. Such discrepancies 
may be due to nercentions by one nrofessional that the other did not 
have. Feed back by 4.P.S. for clarification leads to hetter 
communication and better understandina. In some cases it may appear 
that a third oninion could be helnful, which mav mean a contact from 
the Medical Consultant of A.P.S. for clarification, a sunqqestion of 
referral to a medical specialist or involvement of a community service 
such as psychiatric community team, Home Care (ccunational Therapist, 
etc; 


Experience has shown that for some elderly persons with 
particularly complex problems, an assessment by a team of nrofessionals 
with special expertise would be valuable. This need was identified 
several years aao and action was initiated through the Hamilton Wentworth 
District Health Council and McMaster University to develop a Geriatric- 
Psychoneriatric Assessment Unit in one of the acute care hospitals. It 
was necessary to identify an internist and nsychiatrist with the 
reauired interest and knowledae in Geriatrics and to assemble the 
professional team and resources. This was achieved for the Unit to 
commence operations in January 1979. 


N.P.S. provides a single channel for referrals from the community 
and health institutions to a wide variety of nproorams and institutions. 
It is not possible to nrlace evervone immediatelv, indeed some nersons 
do not wish immediate nlacement and the waitina neriod may allow a 
period of time for psycholonical adiustment to it. However, uraent 
situations may arise where a care provider becomes i11 or unavailable 
and placement must be found promptly. It is therefore necessary to 
have a priority ratina system. n addition, those waitina must he 
reviewed at intervals as to nossible chanae in health needs. fs a 
vacancy hecomes available the list must be reviewed to choose the 
most suitahle candidate. The total waitina list for all tvnes of 
accommodation is over 600, of whom 2/3 are waiting at home. The list 
must be maintained by computer in order to be able to review all cases 
and their dearee of uraency and type of needs. 


Thus the use of a standard form and one waitino list allows A.P.S. 
not only to identify what tynes of care are needed and how many are 
requirina it at any time, but also to locate those persons promntly 
as a facility becomes available. In the nast year the owner of a 
small private hospital facility of 34 beds informed the Ministry of 
Health that he wished to terminate its operations. In many 


communities this would have meant that the families of the disabled 
persons being cared for would have had to try to find another facility 
capable of providing a similar type of care possibly at considerable 
distance. It could also mean a reduction by 34 heds of this type of 
accommodation with further increase in waiting lists. In fact, the 
administrator of the major chronic hospital facility in the area, 
through the appropriate committee of the Hamilton Wentworth District 
Health Council was able to arrange for a delay in cessation of 
activity until alternate beds could be identified. These were 

located in the University hospital on a temporary basis in an unopened 
section. The A.P.S. was then called upon to assist in identifying the 
patients most suitable for this location from the aroup on the waiting 
list for this type of care and to review the type of care needed by 
the patients being cared for in the facility itself. Thus patients 
were not merely transferred from one location to another, but rather 
the characteristics and advantages of the new location of 34 beds was 
taken into consideration and patients were admitted to it both from 
the closina facility and from the waiting list accordina to their 
ability to benefit from this new location. The role of A.P.S. was to 
identify all persons waiting for the chronic hospital type of care 
(Ministry of Health Type III), including the persons who would need 
placement when the facility closed, and to identify their care needs 
in sufficient detail to allow matchina with the new resource 

becoming available. 


In addition, information available from A.P.S. records is of 
value in definina the sub-types of chronic hospital care needed and 
how many persons require various specific services within the chronic 
hospital care cateaory. For example, some persons will benefit from 
reactivation programs to reqain some functions in self care, whereas 
others require terminal palliative care, and others require 
supervision and control to assure safety. With this information, 
further development of chronic hospital care facilities by the 
committees of Health Council and the regional hospitals can proceed. 


A.P.S. has contributed to an awareness of the needs of 
practising professionals for information and education. A major 
thrust in education for students and araduates in Geriatrics and 
Gerontoloay is expected to result from the establishment in 1978 by 
McMaster University of a multi-faculty Office on Aqina. The Office 
will coordinate and stimulate education and research proarams in the. 
Health Sciences, Social Sciences and other faculties and relate such 
programs to the service needs of the community. 


ADMINISTRATOR’S REPORT 


Joyce Caygill 


The following covers the fiscal year April 1, 1972 to March Le 
979. 


In 1978-79 we have noticed little chanae since the 1977 Report 
in either the numbers of persons referred to A.P.S., their aae and 
marital status or the numbers of persons on our waitina list at any 
qiven time. However, we are concerned by the number of "vounq' 
persons who require lona term care and for whom there are relatively 
few special facilities. The table on page 15 shows the number of 
persons in this qroup awaitina placement. 


The number of persons aaed €4 and under has increased from 2€1 in 
1977, to 283 in 1978 (14% of the total caseload.) Specific attention 
should be drawn to the aroun aged 34 and under of which there were 31: 
even more interesting is the under 25 age aroup with 17 nersons. 

This number is over and above those children who are referred to 
agencies which deal specifically with their lona term care needs. 


ADVISORY SERVICE 
REFERRALS 


In 1978-79 we were involved with 2631 cases, 2069 of which were 
closed durina the year and provide the data used in this Renort. 538 
cases were awaitina placement at year end (March 31) and were 
transferred to the 1979-80 data base. 789 were referred directly from 
local hospitals, 386 by family or clients themselves, 199 by familv 
physicians, 331 by visiting nurses and 336 by other sources (i.e. 
nursing homes, reliaious and financial advisors, lodaina houses and 
facilities outside the Region.) Missing data: 6. 


| WAITING LISTS 


An interestina trend we have observed is in the location of clients 
awaiting placement; in the past we have had slightly more waiting in 
hospitals than the community for placement: in 1978 we consistently 
had more persons waiting in the community for placement. At the same 
time, the Chronic tlome Care Maintenance caseload has increased from 
696 in January of 1978 to 939 in January of 1979. Without more 
detailed study these data cannot be considered conclusive, however it 
is a trend worthy of mention. 


Waiting lists in 1978 increased sliahtly to an average of 643 
awaiting placement at any given time (1977: 617). The peak month was 
October with 713 and the lowest was March with 571. 


1974 Hiah - September , Low - January 


1975 - July - March 
1976 - December - July 
1977 - December - July 
1978 - October - March 


Sample month: November 1978. Location of persons awaiting admission 
to a proaram were as follows: 


In acute care hospitals awaitina admission to: 


Nursing Homes 128 
Chronic Hospitals 116 
Homes for the Aaed 19 
Rehabilitation Units 5 
Day Centres 6 
Services in the Community alg 

286 


At home (or in other facilities) awaiting admission to: 


Nursina Homes 140 
Chronic Hospitals 40 
Homes for the Aaed 144 
Rehabilitation Units ] 
Day Centres 38 
Services in the Community 29 

392 
TOTAL 678 


(see also Table on p.16) 


TYPES OF CARE REQUIRED 


We are frequently asked which diaanoses are likely to cause a 
person to require a) chronic hospital care and b) nursing home care. 
Questions such as these cannot he answered directly. A study of the 
1977 data undertaken in August of 1978 showed that care needs rather 
than specific diaanoses dictate the type of facility or proaram 
required. Our experience and the August data show that bladder and 
bowel function, ambulation, and mental function are the influencina 
factors in the decision to place a person. In practically every 
case of placement at Type II or Type III care (see p.18) the patient 
will have some deqree of dysfunction of one or more of those three. 

A review of the 1978 data shows that 22% had some impairment of vision 
(.8% totally blind), 19% were partially deaf (.5% totally deaf) but 
51% were partially to totally incontinent of urine, 61% partially to 
totally incontinent of feces, and 51% were unable to fully comprehend 
their life situation. Only 19% were judged to be capable physically 
and mentally of administerina their own medication; only 33% were 
considered fully ambulatory. 


62% of those referred were female, 38% male. Only 3% could not 
speak any Enqlish, although 12% preferred to speak a lanauaqe other 
than Enalish (A.P.S. always tries to ensure that at least one other 
person in the facility in which the client is placed speaks the same 
lanquaqge, unfortunately it is not always possible to arranoe this due 
to the many different lanaquages spoken in this aeoaraphical area). 


The age groupings of persons referred to A.P.S. remain fairly 
consistent: 26% were aaed 85 and over, 37% were between 75 and 84, 
22% were between 65 and 74. (See also Table on pid ). 


, The most frequently recorded diaqnoses (Table on p13 ) change 
only in order; almost one quarter of al] diaanoses (23%) relate to 
cerebral dysfunction. 


PLACEMENT 


1448 placements were made last year; 1173 were considered first 
placement, 229 second placement and 45 third placement. 905 of these 
were considered to be "final" placement, i.e. The patient's condition 
had stabilized and therefore it appeared that the patient was 
appropriately placed for the type of care he/she required. 657 
placements were refused, either by the client or family. 298 persons 
died before placement. 538 cases were still active on March 31, 1978. 


CLIENT SATISFACTION 


One month following final placement A.P.S. conducts a check to 
determine the satisfaction with placement of the client/family, the 
receiving facility and the A.P.S. counsellor involved with the 
recommendation process. Of the 720 responses received, 94% of clients/ 
family were satisfied; 98% of facilities were satisfied, and A.P.S. 
counsellors considered 95% to have been satisfactory placements. 


IDENTIFICATION OF NEEDS WITHIN THE COMMUNITY 


In 1976 and 1977 this Report emphasized the need for nursing home 
(Type II) facilities for the "young" disabled and appropriate 
facilities for the "confused" elderly. To date nothina has chanaed. 
1978 experience shows that those needs still exist. 


We have been fortunate in Hamilton-Wentworth to attract a 
psychogeriatrician who is developing a "network" of diagnostic and 
treatment services to support health professionals in their care of 
the "confused" patient. In addition, the Geriatric/Psychogeriatric 
Special Assessment Service at Chedoke Hospital, which opened for out- 
patient care in January 1979, has proven to be a valuable resource. 


As reported in 1977, we are fortunate that one nursing home owner 
is still considering offering proarams to the "youna" person, but so 
far the demand upon nursing home beds is such that it has been 
difficult to implement. 


Other needs have not aqone unobserved by A.P.S.; we are aware of 
the necessity for more in-home supervisory services on a 24-hour 
basis, more vacation relief proorams to aid the families of those 
caring for the disabled at home, as well as increased availability of 
transportation facilites to day centres for the elderly. 


Mention was made earlier in this Report of the Home Care , 
Maintenance Program, which together with the services of the reqular 
Home Care Proaram, Public Health, Victorian Order and St. Elizabeth 
Nurses makes it possible for so many persons to remain at home 
despite the severity of their disabilities. The Hamilton-Wentworth 
area is fortunate indeed to have these proarams and others such as the 
Day Therapy, recreation and volunteer programs, Disabled & Reqional 
Transit System (D.A.R.T.S.), Visiting Homemakers and many more, and 
the Assessment and Placement Service is qrateful to all of them for 
their cooperation, particularly in "crisis" situations. 
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LOCATION AT TIME OF REFERRAL 


ee 


rack) 


St. Peter's Hospital 
**H-W. B. Community 
; 
‘ 
| 

2 


ba al UI a 


McMaster University Medical Centre 
**H-W.B. = Hamilton-Wentworth Reqion and Burlinaton 


N = 2047 
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LOCATION OF PLACEMENT 


Location 


Chronic Hospitals 


Nursina Homes 

Homes for the Aaed 
Rehabilitation 

Ham. Psych. Hospital 
Homes for Spec. Care 


Other facilities 


Private residence 
Lodqing house 

Day Care Centre 
Home Care Proaqram 


Other 


Admitted to Active 
Treatment Hospitals 
prior to placement 


TOTALS 


Outside 
H-W.B. 


*H-W.B. = Hamilton-Wentworth Reqion and Burlinaton 


**This represents only the number referred by 
A.P.S. to Home Care proarams and does not 
include those assigned to Home Care prior to 
discharge from hospital. 


We 


TEN MOST FREQUENTLY LISTED DIAGNOSES 


Number of Diagnoses recorded 5013 


Average number of Diagnoses per referral 235 


Diagnosis Absolute Percentaae 
Frequency of 5013 
1 Cerebral thrombosis 392 7.8 
Generalized ischemic cere- 
brovascular disease ger 6.5 


Osteoarthritis and allied 
conditions 


Chronic ischemic heart 
disease 


Essential benian hyper- 
tension 


7 Psychosis associated with 
other cerebral conditions 


8 Senile and presenile 
dementia 


9 Diabetes 


Arteriosclerosis 
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MEMORY - recorded by attendina Physician on Assessment 
Form, Section B., page 2, 1978 


JUDGEMENT 


1 Norma] 
2 Adequate for personal safety 


3 Limited 


aa 
po 
4 Gross impairment - unrealistic 
a 
a 


5 Unable to make any judgement 


Missing information 


TOTAL 2047 
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AGE AT TIME OF REFERRAL 


1977 1978-79 


over 85 437 

75 - 84 me 

65 - 74 | 439 | 
55 - 64 165 

15 - 5A 8 

35 - 44 a 
25 - 34 Serer. 14 
Under 25 17 
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FIVE YEAR COMPARISON OF WAITING LISTS FOR 
THE MONTH OF NOVEMBER 


In hospitals awaitina placement (includes nursing home) 


Facility required 


Nursing Homes 


Chronic Hospitals 
Homes for the Aged 


In the community awaitina placement 


Facility required ee 1974 1975 1976 1977 


Homes for the Aaed ae 
a 


Total awaiting placement 352 397 579 613 678 
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OPERATING EXPENSES 


Year end = * Dee. 31/77 * March 31/79 
Salaries We0%525 102 ,966 
Employee benefits 12,689 10,267 
Space Costs & Services M1220 L746) 
Advertising (staff) 46 104 
Insurance 271 27] 
Equipment -- 26 
Postaae 1337 loves 
Office supplies & 2.761 5 765 
business machines Lee? : 
Telephone eons 2,591 
Travel 1,364 Pjeca 
Data processina 5,454 4,243 
ee ay 

Aud tes ___ 500 7800) 

160 ,457 141 ,060 


* figures prior to audit 
** estimated audit fee 
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TYPES OF CARE 


(extract: Patient Care Classification by Tyees of Care. 
Ontario Ministry of Health publication #75-2222 8/75, pp3-4) 


TYPE 1 (RESIDENTIAL CARE) 


Care required by a person who is ambulant and/or independent- 
ly mobile, who has decreased physical and/or mental faculties, 
and who requires primarily supervision and/or assistance 

with activities of daily living and provision for meeting 
psycho-social needs through social and recreational services. 
The period of time during which care is required is indeter- 
minate and related to the individual condition. 


TYPE 2 (EXTENDED HEALTH CARE) 


Care required by a person with a relatively stabilized 
(physical or mental) chronic disease or functional disability, 
who having reached the apparent limit of his recovery, is not 
likely to change in the near future, who has relatively little 
need for the diagnostic and therapeutic services of a hospital 
but who requires availability of personal care on a continuing 
24 hour basis, with medical and professional nursing super- 
vision and provision for meeting psycho-social needs. The 
period of time during which care is required is unpredictable 
but usually consists of a matter of months or years. 


TYPE 3 (CHRONIC) 


Care required by a person who is chronically ill and/or has 
a functional disability (physical or mental) whose acute 
phase of illness is over, whose vital processes may or may 
not be stable, whose potential for rehabilitation may be 
limited, and who requires a range of therapeutic services, 
medical management and skilled nursing care plus provision 
for meeting psycho-social needs. The period of time during 
which care is required is unpredictable but usually consists 
of a matter of months or years. 


TYPE 4 (SPECIAL REHABILITATIVE CARE) 


Care required by a person with relatively stable disability 
such as congenital defect, post-traumatic deficits of the 
disabling sequelae of disease, which is unlikely to be 
resolved through convalescence or the normal healing process, 
who requires a specialized rehabilitative program to restore 
or improve functional ability. Adaptation to this impairment 
is an important part of the rehabilitation process. Emotional 
problems may be present and may require psychiatric treatment 
along with physical restoration. The intensity and duration 
of this TYPE OF CARE is dependent on the nature of the dis- 
ability and the patient's progress, but maximum benefits 
usually can be expected within a period of several months. 
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TYPE 5 (ACUTE) 
Care required by a person: 


a) who presents a need for investigation, diagnosis or for 
definition of treatment requirements for a known, an un- 
known, or potentially serious condition; and/or 


b) who is critically, acutely or seriously ill (regardless 
of diagnosis) and whose vital processes may be in a pre- 
carious or unstable state; and/or 


c) who is in the immediate recovery phase or who is conval- 
escing following an accident, illness or injury and who 
requires a planned and controlled therapeutic and educa- 
tional program of comparatively short duration. 


TERMINOLOGY IN COMMON USE IN ONTARIO 


TYPE 1 CARE 
Where provtded 


Homes for the Aged 

Charitable institutions 

Nursing homes 

Foster homes 

Group homes 

Boarding homes 

Homes for special care (residential care) 
Chi pdyen Ss iwWstitucions 

Homes for unmarried mothers 


Terminology 


Domiciliary care 
Ambulant care 
Normal care 
Residential care 
"Intermediate care" in nursing homes 
Community (social) support programs 
(mental) 
- day care 
- sheltered workshops 
- supervised recreation 


TYPE 2 CARE 

Where provtded 
Homes for the Aged 
Nursing homes 


Homes for special care (nursing homes) 
enitaren’s institutions 


eg 


Termtnology 


Extended health care 
Extended care 
Homes for special care programs 


TYPE 3‘GARE 
Where provided 


Chronic Noshb1tais 

Chronic care units in general hospitals 

Nursing homes approved for chronic care 

Geriatric units an psychiatric hospitals 

Special facilities (schedule II) for mentally retarded with 
physical handicap 

Children's institutions 


Terminology 
Chronic care 
Care OF tive chroniecaliy i) 
Chronic NHOSpital care 
Psycho-geriatric units (psychiatric hospital) 
TYPE 4 CARE 
Where provided 
Regional rehabilitation centres 
Terminology 
Special rehabilitation care 
Rehabilitation 
TYPE 5 CARE 
Where provtded 
PubliC NOSp1tals 
Private hospitals 
(G.H.P.U.) psychiatric units of general hospitals 
ProvVinctal psychiatric osp. tals 
Private psychiatric hospitals 
Community psychiatric hospitals 
Children's mental health centres 
Termtnology 
Acute care 


Active treatment 
Psychiatric care (short and medium term) 
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NOTES 


Data was accessed using the Statistical Package for the Social 
Sciences (SPSS) software package on the HP 3000 of McMaster 
University. 


Codes include: 


Diagnosis ICDA - 8 (International Class- 
ification of Diseases adapted 
for American use) 


Medication Non-medical use of Drug Study 
coding system (L. Gerson et al) 


Location by facility Ministry of Health 
Ministry Information System 
Division 
Data Development & Evaluation 
Branch 
Master Numberina System, 1976 


Location by area Ontario Postal Reaion Code 

Physician Medical Directory of the College 
cf Physicians and Surqeons of 
Ontario 


Mailina address for the Assessment & Placement Service: 
Box 2085, Hamilton, Ontario L8N 3R5 


Telephone: 385-5361 
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